A 67-year-old female breast cancer patient suffered from an extended lesion of a catheter port extravasation. A vacuum-sealing therapy was initiated to accelerate the healing of the anthracycline-induced wound. Result: The vacuum-sealing technique allowed a fast and successful treatment of the extravasation lesion. Conclusion: Due to the myelosuppressive chemotherapy regimen, the risk of wound infections and prolonged healing processes is increased in cancer patients. Moreover, disruption or cancellation of anticancer therapies worsens the patients' prognosis. To attenuate these complications the vacuum-sealing technique should be considered in wound management concepts.
Introduction
Central venous catheter ports are well established in clinical oncology to assure a reliable venous access for patients receiving chemotherapy and repetitive blood sampling. However, extravasation is a complication with an estimated frequency of 0.01-0.26% of all patients [1, 2] . Extravasation lesions of anthracyclines, an integral cytotoxic group of drugs in chemotherapeutic regimens against breast cancer, are mostly devastating. The acute local reaction is characterized by pain, edema and erythema. The chronic process after weeks or even months is probably boosted by drug persistence in the tissue and consists of ulceration and necrosis [3] .
Case Report
A 67-year-old female breast cancer patient was admitted to our department with an extended, chronic ulceration of the left breast and thoracic Breast Care wall due to an epirubicin extravasate 18 weeks ago. It derived from an inappropriate needle insertion into a central venous catheter port during the second course of an adjuvant anthracycline-based chemotherapy. The first course was administered without any complication 3 weeks after a breast-conserving operation of a stage IIA breast cancer (pT1c, pN1biii, M0, grading 2, estrogen receptor positive, progesterone receptor positive, Her2/neu negative). The first intervention immediately after extravasation consisted of local application of dimethyl sulfoxide (DMSO, 99%) and topical cooling. After 2 weeks, the extravasation area was marked by a persistent erythema, induration, and pain. Subsequently, the tissue damage proceeded and infections aggravated the process despite diverse local treatment efforts. On physical examination, a purulent exulceration measuring 12 × 15 cm covered the left thoracic wall. The extended wound accounted for a permanent analgesic therapy. In the computed tomography scan, the thoracic wall revealed a fibrosis surrounding the central venous catheter port, but no extension to any deeper structure was discovered. Moreover, there was no other abnormal result of the clinical examination; full blood count, sedimentation rate and biochemistry were normal. Contrary to medical advice, the patient continued to smoke approximately 20 cigarettes per day. She received an aromatase inhibitor while, due to the extended wound, neither completion of the adjuvant chemotherapy nor obligatory irradiation of the right breast could be performed. She underwent an extensive surgical debridement of the ulceration up to the fascia of the pectoralis muscle ( fig. 1) . The skin surrounding the wound was widely excised and the central venous catheter port, revealing no leakage, was removed. Histopathological investigation of the tissue exhibited a chronic infection without any malignancy. After the operation, a vacuum-sealing therapy with a polyurethane foam using nonadhering gauze and negative pressure ranging from 80 to 120 mm Hg was initiated. Under the decontaminating conditions of the vacuum-sealing technique, healing proceeded without any infection ( fig. 2a, b) . At 31 days after starting the therapy, the sufficiently perfused wound had decreased significantly and the patient could be referred to the outpatient clinic ( fig. 2c, d ). At the 3-month follow-up examination, the patient presented with a complete wound closure ( fig. 2e, f) . A breast reconstruction combined with a scar correction is planned.
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Discussion
Therapeutic strategies of anthracycline extravasation are still controversial since proven standards hitherto do not exist. Non-surgical treatments, e.g. local cooling and topical application of DMSO often take place in the initial phase of extravasation. Moreover, 4 prospective multicenter studies show the topoisomerase II inhibitor, dexrazoxane, as an effective and well-tolerated acute treatment with only 1 out of 54 or 57 patients requiring surgical resection [4, 5] . While surgical excision, frequently followed by mesh-graft transplantation, is necessary in advanced stages of ulceration, the vacuum-sealing technique should be considered in extravasation management to shorten the healing process and to increase the patient's quality of life [6] . 
